is a difference between the causal attributions of cancer (Ca)-patients and those of myocardial infarction (MI)-patients.
INTRODUCTION
People feel a need to explain events in their lives. This is especially true of negative or tragic events, as bankruptcy, failing an exam, the death of a close relative, divorce, etc. The search for causes is an attempt to make what has happened comprehensible and endurable. If people succeed in this then the world and their lives seem less chaotic. It gives them a grip on reality and they are able to re-orientate themselves; again there is a line running through their life-history, their autobiographies. It seems that the more anxiety an event brings, the more important this process becomes.
In former times, long before any body of knowledge of the natural sciences had been built up, epidemics and other disasters were accounted for by means of magic, religion and the metaphysical. The purpose of this was to guard people from new adversities and help them overcome the attendant anxieties. 'Knowing' why something happened gives an illusion of control over the future. Such illusions are beneficial to psychological adaptation [l] . As mentioned above, people try to bring order into the chaos in their lives by finding a cause for what has happened to them. A causal afrriburion forms the link between a certain event and one's own ideas of its cause. One of the main points of the attribution theory is the assumption that people spontaneously engage in attributional activities [2] . From the midsixties onwards, causal attributions have been an important research subject within the field of social and cognitive psychology, initially in experimental settings. Since the second half of the l97Os, interest in causal attributions has been focused on experiences of real life events such as severe accidents [3] . lifeAn earlier version of this manuscript was presented at the They found that self-blame was neither adaptive nor maladaptive; no particular attribution gives better adjustment. only the illusion of control is important.
Cook Gotay 1191, however, concluded that an absence of causal attributions may be adaptive for Ca-patients.
The most striking finding was that 10 patients had more than one story by which they tried to describe and explain the cause and course of their illness. On the one hand, they related a formal medical account full of detached findings which they had heard from their physicians.
Within the terms of this account they can accept that the disease followed primarily a completely blind biological course of events and was not the consequence of anybody's intentions, or of conscious or unconscious motives of any kind [21] . On the other hand. they gave idiosyncratic and informal accounts in which they expressed their need for causality. which is also a need to apportion blame and self-blame. The elements of this account came from their autobiographies.
The discovery of these two kinds of stories evoked the following questions:
-How do the different accounts correlate with each other? Are they in harmony or do they conflict?
None of these 'recent' authors reported patients' ambivalences with regard to their causal attributions. This is not surprising.
for These questions form part of the subject matter of a broader research project.
In conclusion, the search for causes seems to be one of the strategies Ca-patients use to establish a feeling of control. Psychiatrists and social psychologists have reported this phenomenon as if Ca-patients either have or do not have causes for their illness. However. most of these scientists ignored the possible internal conflicts (doubt). or conflicts with others, patients have about the veracity of their attributions.
The research material consists of 33 interviews with Ca-patients and 14 interviews with MI-patients. All of them had recently finished treatment and the interviews were recorded in their homes: the Capatients were interviewed 2 months after the last radiation, the MI-patients just after the rehabilitation programme.
None of the 47 patients were in a bad condition; according to their radiotherapists, the life-expectancy of these Ca-patients was at least 2 years. The interviews mostly took longer than 2 hr. All those interviewed were given the opportunity to tell as much as possible about their thoughts and feelings concerning their illness. The patients determined the content and direction of the conversation to a large extent themselves. The interviewer ensured, however. that the following eight topics came up: medical history.
causal attributions, biographical data, life-style changes since diagnosis, social comparison, information gathering, anxiety, future.
PILOT STUD1 AND FtiRTHER QCESTIONS
In 1983 a pilot study was launched. The main question asked was: Do Dutch Ca-patients also devise explanations for their disease, and if so. what are these like? Twenty-five patients of the Clinic for Radiotherapy were asked to participate. They had recently finished the last radiation treatment and were in fair condition.
Seventeen patients were willing to see the interviewer at home. The interview-in-depth was unstructured.
There was only one compulsory question: 'Could you tell me, what is. according to you. the cause of your illness?' Fifteen out of the 17 patients gave a concrete answer and had an idea about the cause and origin of their disease [20] .
METHOD
The information gathered on these eight topics was written down, and then classified into different sub-topics by two independent judges. If there was disagreement, judgement was made on the basis of intersubjective compromise. The patients' doubts about their causal attributions and about the medical explanations for their illness were analysed. The interviews, therefore, have been screened for expressions of doubt: words and passages as 'may be', 'could be', 'perhaps', 'my physician told me.
. but . .', etc. For example, a 57-year-old peasant with a carcinoma of the vocal cords was convinced that tobacco chewing was the most important factor. Although his laryngologist told him about the relationship between smoking and the disease, the patient only reduced the amount he smoked but stopped chewing altogether.
So he attached most importance to his own explanation. but did not totally reject his physician's view.
During the interview, the patients were asked if they talked about their ideas about the cause of the illness with others, and what kind of reactions they received. These reactions were scrutinized for information about possible conflicts with others. although it is possible, isn't it? It must have quickened the process anyway." She considers this so-called life event (father's death) as one of the most important causes of her breast cancer. But thinking about the death of other fathers whose daughters did not get breast cancer brings doubt. Her knowledge of statistical probabilities undermines her own theory. Nevertheless, she decides that the death of her father really did contribute to her cancer. It is striking that she expressed belief as well as disbelief in her causal attributions in two consecutive sentences. This is an indication of an internal conflict.
RESULTS

Doubt and internal conflict
The nine MI-patients who showed doubts about their causal attributions, gave us an account which l Dr C. Moerman, a Dutch physician, supposes that cancer cannot develop in a body which is functioning optimumly. The following materials are necessary for optimum health: iodine. citric acid, iron, sulphur, and the vitamins A, B-complex, C and E. On the basis of these materials a strictly vegetarian diet has been developed for cancer: the so-called Moerman diet. I also had trouble with high blood pressure.
."
He mentioned two causes within one account. Together they could have caused his infarction.
Confliers with others
When our participants described the causes they attributed to their illness, they were asked if they had discussed these cognitions with anyone else. Table 2 shows the answers to this question. Pronouncedly more Ca-patients (13 out of 31) than MI-patients (2 out of 12) felt free to talk about their explanation for the genesis of their illness for the first time.
Reactions qf the physicians. Ten out of the 13 Ca-patients who did talk about their explanations with others also discussed the causes with a physician. In nine cases the physicians dismissed the causes they-the patients-suggested, or said they should not think and worry like that. A 30-year-old man suffering from Hodgkin's disease told his medical specialist that according to him eating the wrong food in his entire life had been the cause of his illness. He had read a booklet on the so-called Moerman therapy* and now asked his physician for advice. He wished to follow the diet as part of his therapy. "The physician laughed. and said: you'd be better off eating a nice steak." The patient told us that at that moment he had had a strong feeling that he was not being taken seriously.
Only one out of the 10 patients had been satisfied with the reaction of her physician.
Although this physician did not share the patient's beliefs in psychological causes, he showed respect for them and even helped her to find a psychotherapist.
The three patients who had not told their physicians about their attributions said they did so because they feared a lack of understanding from their physicians. (While many patients experience dissatisfacton with this aspect of the doctor-patient relationship, this does not mean that they are also dissatisfied with their physicians in general.)
Six out of the 10 MI-patients, who had mentioned their explanations to others, had also discussed it with their physicians. In none of these six cases did MI-patients differ fundamentally.
MI-patient: "1 suffered from a high pulse rate and high blood pressure: my cholesterol level was also a bit too high. And I'm a hyperactive person. But no one would know. My adrenal gland works too hard and produces too much adrenalin.
That triggers an immune response and that means more cholesterol." Interviewer:
"So you hterally eat yourself up from the inside?"
Patient: "Yes. in every way. I can't turn a blind eye to other people's faults. even when I'm fond of them. Still I'm always frightened to say something about them, frightened I'll hurt them."
Another reason may be the lack of scientific knowledge about the cause and course of most types of cancer. Doctors cannot give Ca-patients a satisfactory explanation for their illness. The formal medical story. therefore. is insufficient. Ca-patients are thrown back upon common-sense models and their own imagination, which force them to search in their autobiographies for a reason why. This cognitive activity often provides them with very personal and idiosyncratic stories to which they hold on in addition to the formal. medical one.
So he keeps his mouth shut, and feels psychological stress afterwards.
The elements of this explanation are partly derived from his physicians, and partly from searching in a public library. With these elements he built his own informal medical explanation.
It seems that the four MI-patients, who did not discuss their causal attributions with their physicians, did so because they felt no need to. They had derived these attributions from their physicians and therefore already knew what the latter were thinking about it.
Reactions of close relatives.
Out of the I3 Capatients and IO Ml-patients who had discussed the cause of their illness with others, respectively I I and eight had talked about it with their partners or some close relative. The partners of these eight MI-patients shared their views. In the case of the Ca-patients four of them had an overt conflict with their partner about the origin of the cancer. For example the breast cancer patient, who is a biologist by profession and who attributed her cancer to her father's death. had such a conflict. Her husband absolutely disagreed with her; he strongly rejected her psychological attribution and called it a fairy tale. She, however, had no intention of changing her opinion. They argued with each other about the origin of her disease. This may be the reason why Ca-patients experience the three conflicts uncovered by our research material.
Doubt and the internal cor$ict
Ca-patients as well as MI-patients have doubts about their causal attributions.
MI-patients doubt whether the known risk factors for an infarction hold in their own case. Some of these factors will be considered as possible causes. Ca-patients have two kinds of explanation for the origin of their illness; a formal medical one and an idiosyncratic one. These two versions fill them with ambivalence.
They are caught between belief and disbelief and therefore subject to an internal conflict. 
DISCUSSION
Substantial
Conflict with the partner or close relatives
The I3 Ca-patients who had not discussed their causal attributions with someone else, also withheld it from their nearest relations. Sometimes this is quite understandable.
for partners and close relatives often play a role in the stories about the cause of the illness; they can be blamed in the explanations.
For example, a 48-year-old breast cancer patient told the interviewer about a habit of her son when he was only a small boy. He always wanted to sit on her lap, and then, while he was humming, he bumped his head rhythmically against the breast which was amputated 15 years later. By never talking about her attribution she keeps off an overt accusation and a possible conflict with her close relatives. There may be another reason why these Ca-patients did not talk about their causal attributions.
They think their relatives will be on the physician's side. They expect them to support the formal medical view and to reject their idiosyncratic belief.
5. JanotT-Bulman R. In spite of these three conflicts, the Ca-patients keep to their own stories, be it often secretly and with ambivalence.
Apparently they are very important to them. Until now no research has been done on the ambivalences Ca-patients experience with regard to their causal attributions.
It is recommended that this subject is researched in the future.
